John Launer
One of the commonest requests that medical educators get from clinical colleagues is to run training sessions on how to give feedback to students and trainees. Personally, I have a mixed reaction when I receive an invitation to do this. It is always good to know that clinicians are taking their teaching role seriously. At the same time, the requests often seem to be based on a naïve assumption that the skill of giving feedback to trainees can be mastered just by learning some simple educational techniques, rather than being developed as part of an ethos of trust, respect and mutual challenge. To improve the quality of feedback, you really need to address both.
Guidance from the literature on giving feedback is fairly consistent. 1 The purpose of feedback is to promote self-regulation in trainees, through helping them to recognise any discrepancies between what they are doing and what they ought to do. 2 There are various sets of rules for giving feedback. The best-known are "Pendleton's rules", named after the psychologist who helped to formulate them. 3 According to these rules, feedback should always follow certain fixed stages: first, the learner and then the teacher should state what was done well; next, the learner and then the teacher should say what could have been done differently; and finally the two of them agree on a joint action plan for improvement. These rules have the merit of emphasising that the learner should always speak first. However, they have come in for some criticism because of their rigid and formulaic nature. They have also been caricatured as a "kick-kiss-kick" method (not to mention ruder descriptions). Other sets of rules are somewhat more sophisticated in this respect, and are now more commonly taught. One of these, the "SHARP 5-step feedback tool", appears in Box 1. 4 It has been designed for use in simulation laboratories, but is applicable to clinical work as well.
In the hurly-burly of the hospital ward or consulting room, it can be hard to remember, let alone apply, even a five-step approach. Learning there often happens opportunistically and the teaching has to be rapid. In these circumstances, it is more useful for teachers to hold on to some basic conversational principles instead. These include the guidance that feedback should be based on observation; be nonjudgemental and specific; focus on behaviours; elicit thoughts and feelings; and include suggestions for improvement For example, a statement like "you didn't seem very sympathetic" is far less helpful than saying: "I noticed the patient had tears in her eyes, and I wondered whether you saw them and considered saying anything in response." This kind of careful, respectful approach has been validated by research. 5 
FEEDBACK IN CONTEXT
Educational conversations do not happen in the abstract. They occur between real people with their own personalities, strengths and weaknesses. Some teachers are assertive, while others can be timid and avoidant of challenge, particularly if they fear upsetting the learner. 6 Trainees may be receptive to criticism, but alternatively they can be unaware of their failings or resistant to correction. Interactions sometimes call for more sensitivity, and more recalibration from moment to moment, than any of the standard guidance suggests. In some ways, the skills needed to give feedback are similar to the ones that doctors learn for imparting information to patients, or for breaking bad news to them. Giving negative feedback requires the same kind of careful preparation in terms of timing, setting and judicious choice of words.
It also makes a difference if the teaching relationship is trusting and long-term. It is certainly easier for trainees to accept constructive criticism from someone who has habituated them to questioning and praise over time. As one writer has put it: "Feedback must be considered as a supportive, sequential process, rather than a series of unrelated events."
7 Role modelling is crucial. 8 If senior doctors themselves accept challenge, even from their juniors, and can openly admit their errors and correct these, everyone around them will accept this as a natural part of professionalism. The literature on feedback also draws attention to the so-called "hidden" curriculum. 9 This includes everyday behaviour in the workplace, and the values and implicit in this. Where trainees feel treated as an essential part of the team, for example, and are closely involved in discussions and decisionmaking, they are more likely to reflect on their learning than if they feel undervalued or peripheral.
As trainees progress further in their careers, their education will need to focus less on knowledge and skills, and more on developing professional judgement in situations of complexity and uncertainty. In such situations, rules and principles are gradually less useful, and trainees need to be drawn instead into a mature, equal dialogue. 10 By this stage, giving feedback is very different from taking a conventional position of authority, where one person guides another towards "the right thing to do." What is needed instead is a shared attitude of curiosity. The teacher's expertise resides in an ability to question all certainties, including their own, and to conduct an open dialogue involving patients, learners and colleagues equally. The task for the trainee is to participate in this fully. In the long run, it may be more useful to judge the quality and effectiveness of feedback in medical training by whether or not it helps to develop this attitude in both the clinical teacher and the trainee.
